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SDiscussion
Dr Franca Melfi (Pisa, Italy). I have a few points to stress and
some questions for you, Dr Ruckert. The first point. There is
a long-lasting debate concerning the optimal surgical technique
for patients with myasthenia gravis who undergo thymectomy.
The major concern is the necessity to perform a complete thymec-
tomy for immunologic and functional reasons. Because of poten-
tial ectopic thymic tissue in the anterior mediastinal area,
a radical resection is required. So an optimal approach should
combine less invasiveness and maximal radicality. I fully agree
that the robot allows precise anatomic dissection of the thymus;
however, there is still ongoing discussion on whether you should
do it from the left or right or combine them with a cervical or sub-
xiphoid incision. Could you comment on that and why you decided
to use the left side?
Dr Ruckert. My answer should begin with the last part of the
question. This has been described in historical papers in the
1930s of the last century, and again and again, the left main lobe
and additional lobes, thewhole part, even the upper lobe, are larger
than the right part of the thymic gland with exceptions. I showed an
exception. If there is a tumor in the right part, we use the right-
sided approach. We did that several times. I would recommend
that with a tumor or computed tomography scan pronouncing
a right predominant thymic gland, but in most patients, this is
not the case. Radicality is the important thing. The whole stepwise
development of thoracoscopic and then robotic thymectomy was
according to the hypothesis and approval of Jaretzki and col-
leagues’ findings of completeness being the most important thing
for late outcome. This can be proven not only with a complete sta-
ble remission as a main parameter, as I showed, but also with the
postintervention status of the patients according to the MGFA.
I think the results of the series until now are good enough not to
find it necessary to have an extension of the operation in many
cases. These were only a few hybrid procedures together with thor-
acoscopy. But we should be ready to convert at any time, for tech-
nical reasons, for morbidity, for bleeding, for anything, rescue
management is very important, and we should be ready to extend
the operation to a cervical extra incision or something else. But,
again, we did not find it necessary in many cases.The Journal of Thoracic and CaDrMelfi. The second point concerns thymomas. The complete-
ness of a resection is the most statistically significant prognostic
factor. As a standard, surgical management requires thewide open-
ing of the mediastinum and both pleural cavities, which is classi-
cally achieved bymedian sternotomy. In your series, you hadmany
thymomas, some very large size thymomas. At the beginning, were
these unexpected patients or did you select them to undergo the ro-
botic procedure? In regard to the robotic technique, considering
that robotic instruments have a small tip size and a small medias-
tinal space despite CO2 insufflation, how do you manage the thy-
momas, especially the large size of thymoma dissection, safely,
avoiding seeding, which can occur during the manipulation or ma-
neuvers to remove the specimen?
Dr Ruckert. The percentage of patients with thymoma is ap-
proximately 15%. As you can see, this is typical for all the large
series worldwide, 15% to 30% of thymomas in the patients with
myasthenia. The size is not the main criterion, but more than
that, the anatomy, where it is, how it seems to be movable. We
judge according to the computed tomography scan diagnosis.
This is our main finding. Meanwhile, we would not exclude an ex-
cision of the pericardium, as many others do, and there is a discus-
sion in the literature about whether a complete thymectomy has to
be performed with thymoma. I mentioned the early works of Land-
renau, whose first case was a thoracoscopic thymomectomy; Yosh-
ino, in 2001, performed the first robotic thymomectomy, not
a thymectomy; and there is at least one publication that compares
19 and 11 patients with an incomplete thymectomy for thymoma.
Wewould stick to the rule of complete thymectomy; spillage has to
be avoided. I think robotic technology has big advantages, espe-
cially in this respect.
Dr Tomasz Grodzki (Szczecin, Poland). I have one question,
because if I do bilateral thoracoscopy plus cervical incision I
have a strong feeling that I performed a complete procedure, and
how can you explain the big difference in outcome between the ro-
botic and thoracoscopic approaches? Maybe the robotic approach
is easier, a little bit faster, but I can’t understand why the outcome
is so different.
Dr Ruckert. I agree with that question. This was our question,
too. I cannot ignore the big influence of the real learning curve on
the whole procedure and the outcome; perhaps this was only with
the thoracoscopic approach. We heard in all the robotic sessions
that it might not be necessary to be a minimally invasive surgeon
before learning a robotic approach. This is an interesting discus-
sion. I would say it helped a lot. The second point is we never
used CO2 during the thoracoscopic experience, and we know
how beautiful the operation field can be extended. If we compare
as a last step during the robotic procedure from time to time with
a 5-mm trocar from the right side, we check for radicality, we find
a beautiful, very alone, right phrenic nerve. So there is no necessity
for a second side thoracoscopic approach.rdiovascular Surgery c Volume 141, Number 3 677
